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Laryngeal cancerPresentation of stridor with a marked anterior neck swelling is always presumed as thyroid mass com-
pressing on the airway. However, a history of progressive hoarseness prior to the stridor should be taken
into consideration as the airway obstruction might be due to intraluminal airway compression. We report
an atypical presentation of laryngeal cancer with anterior neck swelling, which moved with swallowing,
mimicking a thyroid tumour which cause delay of the management.
 2016 Egyptian Society of Ear, Nose, Throat and Allied Sciences. Production and hosting by Elsevier B.V.
This is an open access article under the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-
nd/4.0/).1. Introduction
The upper aerodigestive tract squamous cell carcinoma
although rare, can present as a thyroid mass mimicry. Presence
of hoarseness, dysphagia and inspiratory stridor, should trigger
the close differential diagnosis of primary aerodigestive intralumi-
nal pathology. It is easy to assume that such aerodigestive symp-
toms are secondary to a pressure effect of a primary thyroid
goitre.1 The scenario may be complicated by the presence of ante-
rior midline neck mass which move with swallowing, that is
pathognomonic of thyroid lesion.2. Case report
An 87-year-old man presented to the emergency department
with signs of respiratory distress. He was noted to have a marked
anterior neck swelling that consistently moved with swallowing.
He was referred to the surgical team for the management of a thy-
roid tumour with symptoms of airway compression. After the con-
sultation, the surgical team suggest for an urgent referral tootolaryngology as the patient was stridorous that prompt an
urgent airway assessment and management.
The history from the relative revealed that the patient is a
chronic smoker with a sixty pack-year smoking history presented
with hoarseness for past five months. Following, he had dysphagia
and mild shortness of breath for the past three months and these
symptoms was worsened for past one week. He had reduced effort
tolerance and reduced weight and appetite for three months.
On examination, the patient was alert, conscious but tachyp-
noeic with inspiratory stridor in a seated position under nasal
prong oxygen. Tracheal tug, substernal retraction, intercostal
retractions were present. Examination of the neck revealed an
anterior neck mass measuring 3 cm  3 cm at the level of the thy-
roid cartilage (Fig. 1). It was firm, fixed, no overlying skin changes
and it moved with swallowing. There was an absence of laryngeal
crepitus. No neck nodes were palpable.
Flexible nasopharyngolaryngoscopy demonstrated a very nar-
row airway opening at the glottis area. The right vocal cord
appeared to have minimal mobility whereas the left vocal was
fixed. A mass, superior to the site of anterior commissure was seen
(Fig. 2). Arterial blood gas (ABG) revealed Type II respiratory fail-
ure. The chest radiograph showed hyperinflated lungs (Fig. 3),
whereas, the neck radiographs (AP & lateral) showed airway nar-
rowing at the region of the subglottis.
The anesthesiology team was informed to aid in emergency air-
way management. The initial plan was for intubation then pro-
ceeded with a tracheostomy in the OT setting. However, therseness
Fig. 1. Anterior midline neck mass (arrow), with intercostal recession and tracheal
tug observed.
Fig. 2. The mass at anterior commissure (arrow).
Fig. 3. Hyperinflated lungs and narrowed airway at the region of subglottis (arrow).
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responsive. Intubation at emergency department was attempted
with three consecutive smaller size tubes (size 6.0, 5.5 and 5)
and it was unsuccessful. An emergency bedside tracheostomy
was performed and the airway secured with tracheostomy tube
size 7.5 mm.
After the procedure, the patient noted to have pulseless electri-
cal activity on ECG. Cardiopulmonary resuscitation (CPR) com-
menced for two minutes, and IV adrenaline given. The patient
managed to be revived. However, the patient developed extensive
anterior myocardial infarction.
The patient was nursed in intensive care unit, unfortunately he
succumbed to hospital acquired pneumonia with sepsis on day ele-
venth of admission, and he passed away five days later. He was
planned for a computed tomography (CT) scan and fine needle
aspiration for cytology (FNAC), however, he was not fit to proceed
with the procedures.3. Discussion
It is always an uphill task in the management of the case of
upper airway obstruction. It is time-limiting and it demands a mul-
tidiscipline approach that involves emergency physicians, an
anaesthesiologists as well as otolaryngologists. The precise prompt
diagnosis is crucial in order to initiate timely intervention. Delayed
in the diagnosis may increase the risk of the patient to suffer from
the complication of hypoxia such as cardiac arrest.
Our patient presented with signs of respiratory distress and at
the same time he had an anterior neck swelling. A solitary neck
swelling often regarded as primary malignancies of the thyroid
gland and lymphnodes.2 It may be a metastasis from other parts
of the body, such as the nasopharynx and the larynx.3 As the thy-
roid cancer developing, it may compress on the trachea, resulting
in the narrowing of the airway making breathing more difficult.
As in this case, the presence of hoarseness at the onset of the dis-
ease should be given a priority attention, though the presence of
anterior neck swelling could the increase the doubt.
One should be alarmed by the symptom of hoarseness of this
patient for the past five months. Laryngeal malignancy, as early
as in T1 glottic lesion will present with hoarseness. More delayed
presentation is seen in supraglottic tumour as dysphagia symp-
toms are more likely to appear first. Hoarseness may be present
as the thyroid gland sits just below the larynx. A thyroid nodule,
either benign or malignant in origin, may be pressing on the vocal
cords, causing hoarseness or voice changes.4 However, this is an
uncommon way that thyroid cancer is detected. In contrary, one
of the most common presentations of laryngeal cancer is hoarse-
ness. The vocal cords irregularities will change the vibratory pat-
tern, thus resulting in voice changes. The absence of laryngeal
crepitus in our patient, may indicate a mass in the retrolaryngeal
space or hypopharynx, which is unlikely a sign for thyroid
malignancy.
Thyroid cancer with laryngeal involvement is relatively rare,
occurring in 12% of patients.5 Stridor presents in approximately
one third of patients with laryngotracheal invasion. However,
direct extensions of tumors into the thyroid, especially of carcino-
mas from pharynx, larynx, trachea or soft tissue of the neck, have
been documented.6 The presence of dyspnea and stridor during
our patient’s admission indicate the advanced stage of the lesion.7
Stridor in laryngeal carcinoma may be caused by recurrent
laryngeal nerve involvement, intraluminal tumour caused glottic
stenosis or arytenoid cartilated involvement.8
Laryngeal cancers constitute about 25% of all head and neck
malignancies. They commonly present in adults between 50 and
70 years and show a strong male predominance.9 Tobacco or alco-ed with thyroid mass symptoms: The importance of early onset hoarseness
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mary or metastatic tumors in the region of head and neck, lung or
mediastinum may cause airway obstruction at the level of the lar-
ynx, trachea or bronchi. The severity depends on the level of
obstruction and degree of obstruction and may range from mini-
mal stridor to almost complete airway obstruction. The life-
saving measure is to have a rapid and accurate diagnosis with
proper management. In our case, the likelihood of laryngeal cancer
is almost ascertained, and the initial management is to establish a
patent airway for the patient and definitive management is treat-
ing the laryngeal cancer.
The immediate goal of management is to provide prompt relief
of airway obstruction with low morbidity and mortality; at the
same time it should not interfere with future definitive therapy.10
The indications for the tracheostomy is well described and is an
accepted management of acute airway obstructive upper airway
in both children and adults.11
The attempt for intubation in these cases can be disastrous and
should be attempted only in the presence of a surgeon who has
experience in establishing a surgical airway under local anaesthe-
sia. If it is a thyroid mass, endotracheal intubation should be a pri-
ority as it usually occupies the space for tracheostomy to be
performed. However in this case the mass is higher up and the tra-
chea is free for the procedure. If laryngeal cancer is suspected, tra-
cheotomy is the choice. Once decided to secure the airway with an
endotracheal tube, series of smaller size tubes should be kept
ready. Also, it should be kept in mind that these tumors may be
fragile thus can bleed uncontrollably.11 Following a tracheotomy
for laryngeal cancer, a definitive laryngectomy should be planned
within 48–72 h to minimise the risk of stomal recurrence.
Once the airway is stabilized more definitive therapy should be
carried out. Treatment options include direct laryngoscopy, bron-
choscopy and imaging studies should be performed. For patients
with resectable cancers, radical surgical resection with systemic
nodal dissection is the standard approach.10
4. Summary
The presence of hoarseness, dysphagia, progressively worsening
of upper airway obstruction and physical finding of absent laryn-Please cite this article in press as: Chew C.S., et al. Laryngeal carcinoma present
and absent of laryngeal crepitus. Egypt J Ear Nose Throat Allied Sci (2016), httgeal crepitus are the common presentations of laryngeal carcinoma
as compared to thyroid carcinoma. Thus, once we made the provi-
sional diagnosis as laryngeal carcinoma, it has to be managed
accordingly. Managing airway emergencies in cancer required a
teamwork approach. Medical oncologists and radiation oncologists
will come later into the picture. The main aim is to re-establish the
airway to provide adequate oxygenation. Failure to do so may
result in complication from severe hypoxia such as myocardial
ischaemia, or cardiopulmonary arrest, subsequently losing the
patient. Prompt management will minimise the duration of inten-
sive care and hospital stay.
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